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A. Kuzuya,* K. Fujimoto, S. Iyomasa and M. MatsudaDepartment of Surgery, Chukyo Hospital, Nagoya, JapanWe report a 69-year-old man with juxtarenal aortic occlusion who presented with rest pain in both lower extremities.
One year previously, he had undergone low anterior resection for rectal cancer complicated by a postoperative
anastomotic leak, which had healed after drainage of the abscess. Conventional aortobifemoral bypass could lead to
possible complications of ureteral and vascular injury, and graft infection. Therefore, we performed an extra-anatomical
aortobifemoral bypass, avoiding the left side of the previously contaminated pelvic cavity. This procedure prevents the
proximal propagation of thrombus and is considered to be hemodynamically equivalent to a conventional aortobifemoral
bypass.Keywords: Juxtarenal aortic occlusion; Extra-anatomical aortobifemoral bypass; Ureteral and vascular injury; Graft
infection.Introduction
Although it is controversial whether proximal propa-
gation of thrombus can occur in patients with
juxtarenal aortic occlusion, aortobifemoral bypass is
the standard surgical procedure for avoiding the risk
of proximal propagation. While, for high-risk patients
with cardiopulmonary disease or hostile abdomen,
extra-anatomical bypass is an effective alternative
procedure, this may lead to occlusion of renal or
visceral arteries. We report a case of an extra-
anatomical aortobifemoral bypass for juxtarenal aortic
occlusion after anastomotic leak following low
anterior resection for rectal cancer.Case Report
A 69-year-old man was admitted with rest pain of both
lower extremities. One year prior to this admission, he
had undergone low anterior resection for rectal cancer.ing author. Akihiko Kuzuya, MD, Department of
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leak. However, this had improved with conservative
drainage treatment. There was no history of diabetic
mellitus, hyperlipidemia, hypertension, or cerebrovas-
cular diseases.
Physical examination showed weak pulses of the
bilateral femoral arteries with no pulses distally. The
ankle brachial index was 0.28 in the right and 0.42 in
the left. Arteriography showed an occlusion of the
infrarenal aorta and both iliac arteries, while the
bilateral common femoral arteries were patent
(Fig. 1(A)). No other clinical findings including
fever and abdominal pain were present. A CT scan
demonstrated no fluid or air collection. These
findings suggested that there was no active infection
in the left side of the pelvis. However, a recurrent
pelvic abscess may occur.1 Furthermore, we felt that
proximal propagation of thrombus could occur, if the
infrarenal aorta was not used as an inflow. Therefore,
we performed extra-anatomical aortobifemoral
bypass with a knitted Dacron prosthesis without
passing the graft limb through the left side of the
pelvic cavity. After laparotomy, end-to-end proximal
anastomosis was made at the infrarenal aorta. Both
limbs of the graft were passed through the rightEJVES Extra 11, 10–12 (2006)
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Fig. 1. (A) Arteriography demonstrates occlusion of the infrarenal aorta and bilateral iliac arteries, while the bilateral
common femoral arteries are enhanced through the collateral vessels. (B) Three-dimensional volume-rendered image shows
the extra-anatomical aortobifemoral bypass. The left limb of the graft is passed through the right groin, and then placed into
the left one.
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The right limb of the graft was anastomosed in an
end-to-side fashion to the right common femoral
artery. The left one was pulled below the left
inguinal ligament via a suprapubic subcutaneous
tunnel in a ‘lazy S’ configuration, like a femorofe-
moral crossover bypass. After that, the left one was
anastomosed in an end-to-side fashion to the left
common femoral artery.
The ankle brachial index improved to 0.74 in the
right and 0.75 in the left. CT angiography revealed
successful revascularization without the graft passing
through the left side of the pelvic cavity (Fig. 1(B)).
Postoperative course was uneventful and the patient
was discharged after 2 weeks. At 1-year follow-up the
patient was well and a CT scan showed that the graft
was patent.Discussion
Juxtarenal aortic occlusion has the potential for
proximal propagation of thrombus, although the
true incidence is not clear. While, McCullough
et al.2 reported that proximal propagation rarely
occurred. It remains uncertain whether aortic repair
is needed or not. However, aortobifemoral bypass isthe preferred procedure of revascularization for
juxtarenal aortic occlusion; while for high-risk
patients with cardiopulmonary disease, advanced
age, or multiple previous laparotomies, axillobife-
moral bypass is an acceptable alternative.
Pelvic abscess following low anterior resection for
rectal cancer, which is usually due to anastomotic
leakage, frequently extend along the external and
common iliac vessels, usually unilaterally.3 Even
though a pelvic abscess after rectal surgery is
successfully treated, a recurrent abscess may develop
thereafter.1 In our case, the left side of the pelvic cavity
was previously infected. Both clinical and CT scan
findings suggested no active infection in the pre-
viously infected fields; however, contamination of the
prosthetic graft may have been caused. Lachapelle
et al.4 described that a Dacron graft impregnated with
rifampin had resistance to infection in a pig model.
Van Krunckelsven et al.5 revealed the effectiveness of
an omental flap in the treatment of an infected
vascular prosthetic graft. These procedures may be
useful to prevent graft infection. However, it is
preferable to avoid graft placement along the left
iliac artery to prevent any possible complication of a
graft infection. Furthermore, after a rectal or left
colonic resection, tunneling through the left retro-
peritoneum can cause ureteral or vascular injuryEJVES Extra Vol 11, January 2006
A. Kuzuya et al.12because of severe adhesion in the left side of the pelvic
cavity. We performed an extra-anatomical aortobife-
moral bypass, which used the infrarenal aorta as a
source of inflow and avoided the left side of the pelvic
cavity previously contaminated. This procedure pre-
vents the proximal propagation of the aortic thrombus,
which could lead to the occlusion of the renal or
visceral arteries, and is considered to be hemodyna-
mically equivalent to a conventional aortobifemoral
bypass.
In conclusion, extra-anatomical aortobifemoral
bypass for juxtarenal aortic occlusion after anastomo-
tic insufficiency following low anterior resection for
rectal cancer avoids the possible complications of
ureteral, vascular injury, and graft infection. This
procedure appears hemodynamically equivalent to a
conventional aortobifemoral bypass.EJVES Extra Vol 11, January 2006References
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